What physicians can and should do REVIEW s ABSTRACT Although reports of elder abuse to official agencies have been steadily increasing, physicians report only 2% of reported cases. Multiple barriers to reporting exist. This article reviews the terminology, epidemiology, and clinical signs associated with elder abuse in the community and offers practical strategies for intervention.
EVENTY-NINE-YEAR-OLD Ms. T is brought to the doctor's office by her son, with whom she lives. She has a history of severe osteoporosis with several compression fractures of the spine. This requires long-term pain control; otherwise she is reported as healthy.
The son reports that his mother used to be highly functional and independent, but not for the past year. He appears very concerned about her health and functional status, and he answers all questions for her. When asked to leave the room so that the patient can be examined, he refuses, saying she would be afraid if left alone in a new place.
Ms. T's appearance is unkempt and her clothes dirty. In the course of discussing the management of Ms. T's clinical situation, the doctor offers help in the form of home health services, but the son refuses.
The doctor suspects that an abusive situation exists, but is unsure how to proceed.
s ELDER ABUSE IS COMMON, UNDERREPORTED
Elder abuse is common but little studied and underreported. According to the House Select Committee on Aging, 1 each year between 1 and 2 million older Americans experience mistreatment. Yet, while 75% of hospital emergency departments have protocols for dealing with child abuse, only 27% have elder abuse protocols, 2 reflecting the lack of attention this problem receives from the community in general. The purpose of this article is to familiarize physicians with the definitions, epidemiology, and clinical findings associated with elder abuse and to suggest practical strategies for intervening.
s DEFINITIONS AND EPIDEMIOLOGY

Elder abuse
Controversy surrounds the term "elder abuse." Other terms often used include "inadequate care of the elderly" and "elder mistreatment."
In 1987, the American Medical Association (AMA) 3 proposed this definition: " 'Abuse' shall mean an act or omission which results in harm or threatened harm to the health or welfare of an elderly person. Abuse includes the intentional infliction of physical or mental injury; sexual abuse; or withholding of necessary food, clothing, and medical care to meet the physical and mental needs of an elderly person by one having the care, custody, or responsibility of an elderly person."
The definition of abuse varies by state, since state agencies are charged with the identification and management of these cases.
Most experts believe the definition of abuse should include physical, emotional, financial, and sexual abuse, as well as neglect (TABLE 1) . Abuse is also categorized as occurring in the community or an institution. The primary focus of this article is elder abuse in the community (see sidebar on page 804 for an overview of institutional abuse).
Passive and active neglect
Neglect is the intentional or unintentional failure of a caregiver to meet the physical and emotional needs of an elderly person. 4 Caregiver neglect is either passive or active. 5 Active neglect is the willful failure to provide care.
Passive neglect is the nonwillful failure to provide care, owing to caregiver ignorance, lack of skills, or the caregiver's own failing health. For example, a visually impaired caregiver might not be able to give insulin properly to a diabetic patient.
Self-neglect, another important syndrome that is investigated by state agencies, is conduct by a patient that threatens his or her own health or safety. 6 Advanced cognitive impairment and an inadequate support system can lead to self-neglect when a patient becomes Although self-neglect is fundamentally distinct from elder abuse, clinicians should be aware of the syndrome.
s INCIDENCE AND PREVALENCE
The National Center on Elder Abuse 7,8 noted a steady increase in the number of cases of domestic elder abuse reported between 1986 (117,000 cases) and 1996 (293,000 cases). However, reports to official agencies most certainly underestimate the prevalence, owing to various barriers described later in this article.
A widely cited community-based Boston survey 9 revealed a prevalence of 32 cases of elder abuse per 1,000 older adults, with most of those cases involving physical abuse, and with others involving verbal abuse or neglect.
Who are the abusers?
In the Boston survey, 9 the abusers were the victims' spouses in up to 58% of cases, children in 16%, and other relatives in 18%. Male caregivers were more likely to be abusive than female caregivers, but the gender disparities are not large: in some studies women were slightly more frequent perpetrators of elder abuse than men. 10, 11 And contrary to popular belief, caregiver stress does not necessarily lead to elder abuse, nor is elder abuse correlated with religion or marital status. 9 Studies of culture and ethnicity in elder abuse have yielded interesting results. Different ethnic and cultural groups have their own definitions of elder abuse. For example, elderly Asian Americans were much more tolerant of abusive relationships and less likely to seek help. 12 This probably stems from cultural values that emphasize hiding family shame, avoiding conflicts in the family, and promoting tolerance.
The victim's gender is not a factor in elder abuse, although women were previously believed to be victims of abuse more commonly than men. 10,11,13 TABLE 2 summarizes risk factors for abuse.
s BARRIERS TO REPORTING ABUSE
Sadly, physicians report only 2% of all reported cases of elder abuse, despite mandatory reporting laws in most states. 14 One study found that family members report 20% of all cases, hospitals 17.3%, and home health aides 9.6%-all higher than the rate for physicians. 15 Many barriers to reporting of elder abuse have been identified. Some are results of an incomplete and flawed medical education system. Examples 5, 16 • Hesitancy to "label" the victim or the abuser • Perception that the proof of abuse is inadequate • Lack of professional protocols for elder abuse • Societal perceptions such as ageism • Lack of public and professional awareness.
Often, caregivers or the victims themselves deny abuse, and family members may attempt to isolate victims from the medical system. 5, 16 Detecting elder abuse is challenging because an abusive situation may present itself in a nonsuspicious way, such as a diagnosis of dehydration or failure to thrive.
s PHYSICIANS SHOULD REPORT ABUSE
When abuse occurs or is suspected, physicians-indeed, all health care providersshould step up to the task of notifying the proper authorities, even though this may be intimidating to some. In some states, they may be legally required to do so. (Laws vary from state to state, and physicians should clarify the existing law in their own state. 17 ) Moreover, although physicians are rarely penalized for not reporting alleged cases of abuse, it should be part of one's moral and professional responsibility.
The primary care physician should also participate in the ongoing management once the case is reported.
Generally, physicians and other reporters are granted immunity when it is believed that the reporting was done in good faith. In some states, mere suspicion of abuse is enough grounds for reporting. 17 Reports should be made to the local adult protective service agency. In an emergency one may contact the police. Once a report has been filed, a social worker is assigned to the case and makes a home visit. After screening the case and conducting an interview, the social worker suggests solutions and gives information about available resources.
An abused adult with decisional capacity can decline the proposed solution or may request that the physician not disclose information. In the latter situation, a home visit may be offered as an attempt to provide additional helpful services and to gather more information about abuse.
s ROUTINELY ASK ABOUT POSSIBLE MISTREATMENT
The AMA recommends that physicians routinely inquire about possible mistreatment of elderly patients, 18 The forms of mistreatment are similar to those in the community. The difference is the availability of health care providers in the environment to detect mistreatment.
Every state has a means for reporting and investigating alleged mistreatment in nursing homes.
Abusive staff members tend to be younger, less educated, less experienced in working in a nursing home environment, and dissatisfied with their jobs. 21 Nursing aides are more likely to be abusers than are nurses. Institutional characteristics that are risk factors for abusive behavior towards residents include a stressful working situation, staff "burnout," low wages, and lack of training in conflict resolution.
Steps to remedy institutional abuse may include increasing the funding, hiring well-qualified workers, and training in conflict management and stress reduction. 21 Nursing home administrators should report abuse promptly and not wait until internal investigations are completed. 5 
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being placed in a nursing home, physical violence, or other retribution). Diminished cognitive capacity does not necessarily mean the patient cannot describe abuse, however.
Generally, the patient and the caregiver should be interviewed separately, and the patient should be interviewed first. 18 This often brings factual discrepancies to light, such as, if the patient has been injured, how he or she got hurt.
Repeat the patient's responses, both to clarify your understanding and to allow the patient to reflect. "You didn't tell anyone because you were afraid that your son would get upset with you. Is that correct?"
General questions such as "Who cooks for you?" or "Do you get help with shopping when you need it?" may pave the path for more targeted queries: "Does your daughter ever hit you when you two have a disagreement?" "Do you have to wait a long time for your food or medicine?" Most physicians are uncomfortable with these specific questions, but they must be asked.
Inquire about abuse in a nonjudgmental way so the person suspected of abuse does not feel threatened. A statement like "You've been carrying a heavy responsibility for some time now and it's all right to feel burdened at times" expresses empathy toward the caregiver and may help establish rapport.
Consider unintentional neglect resulting from the failing health of the caregiver.
Common red flags for abuse include: 
Physical examination
Physicians should be mindful of findings, presentations, and circumstances that could raise the question of abuse; TABLE 3 summarizes some common but often missed presentations.
On the other hand, we also need to consider the possibility of making a mistakeeither missing a case of abuse or incorrectly diagnosing abuse where none exists. For example, swelling of the hand due to rheumatoid arthritis may resemble trauma, digital ischemia due to Raynaud phenomenon may be confused with burns, a fracture may be the result of osteoporosis and not physical manhandling, and cigarette burns on the mouth may be due to poor functional status and not abuse. 17 Pressure ulcers merit special mention. They are more common in the frail elderly, owing to limitation of mobility from cerebrovascular accidents, dementia, peripheral neuropathy, and musculoskeletal conditions. The problem is compounded when the caregiver is physically unable to turn the patient every 2 hours to prevent ulcers from developing.
Moreover, caregivers often inappropriately restrain severely demented patients to protect them from wandering into unsafe areas or from falling. Patients may also be restrained to control assaultive behavior, which often accompanies advanced dementia. Pressure ulcers can develop from being tied down for prolonged periods.
Laboratory and radiographic studies should be obtained on the basis of the findings of the history and physical examination. Radiographs can rule out fractures, and blood tests can exclude medical conditions that suggest abuse. For example, a complete blood count and a coagulation study can help when the cause of bruising is in question.
Documentation should be clear and legible because it could become crucial evidence in a court of law. Drawings and color photographs are very helpful in capturing telltale physical findings for this purpose. 19 s MANAGEMENT A multidisciplinary team, including a nurse, psychiatrist, social worker, legal representa-CLEVELAND CLINIC JOURNAL OF MEDICINE VOLUME 69 • NUMBER 10 OCTOBER 2002
805
The goal is not to punish the abuser but to stop the abuse tive, and administrative personnel, is helpful for eliciting information and devising a holistic intervention plan. 20, 21 Ensure safety, respect autonomy After establishing the diagnosis of elder abuse, it is crucial for the physician to ensure the patient's safety while respecting his or her autonomy. Discuss the situation with the patient as soon as feasible and try to create a safety plan-specific actions to take if matters turn exceptionally violent and refuge is needed immediately.
On the other hand, paternalism and a tendency to "take over" can have dire consequences, including sequestration of the suspected victim by the abuser.
What if the patient refuses intervention?
One of the most difficult situations that can occur is when the diagnosis of elder abuse has been clearly established, but the victim refuses intervention.
In this situation, you should establish whether the patient is mentally capable of making this decision. Elders with decision-making capacity often refuse help because they are afraid of being institutionalized or mistreated further. If this is the case, the physician should tell the victim about the patterns, frequency, and recurrence of abuse and about resources and emergency shelters available, and develop and follow up on a feasible safety plan. 18 For those who lack decision-making capacity, guardianship may be the next option. Often, state adult protective service agencies participate in this process, since by this time they have usually been involved in such cases as a result of mandatory reporting laws ( Also important to address are specific medical issues, such as pneumonia, congestive heart failure, incontinence, dementia, polypharmacy, psychiatric conditions such as anxiety and depression, and substance abuse by the caregiver.
If these exist, order a home safety evaluation to ensure that the appropriate equipment is in the home. Consider moving the patient to an assisted living facility or a skilled nursing facility. Offer treatment for caregivers with substance abuse problems.
s AN ETHICAL DILEMMA
The physician walks a tightrope, balancing confidentiality and trust with the need for patient safety. Many argue that mandatory reporting laws for elder abuse reflect paternalism and ageism. 18 When there is an established trusting relationship between the physician and the patient, the physician can explain to the patient that it is the physician's obligation to report even suspected cases of abuse.
The goal is not to punish the victim or the abuser but to stop further abuse. Building a therapeutic alliance with the family may help. By not confronting the perpetrator and not blaming the victim, the doctor can assure the patient that safety is the desired outcome. When mistreatment results from the caregiver being overburdened, physician intervention may be welcome.
The intervening physician may use another physician or professional, friend, or family member whom the patient trusts to make recommendations. 18 Other sources of information about programs and services for the elderly are visiting nurses and personnel from adult protective services programs. A home visit to offer these services is also a way to gather information about the patient's safety.
s CASE CONTINUED Our patient Ms. T was assisted by collaborative efforts between the physician and the visiting nurse. The son agreed to let the visiting nurse service check up on his mother's health once a week. When the nurse warned him that she was obliged to report the probability of abuse in the home to the authorities, he consulted with the physician, and arrangements were made to include Ms. T in a house-call program. This case illustrates the importance of house calls in follow-up of cases of abuse. The visiting nurse service also remained involved in the case for some time.
